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Working together, we can 
alleviate the burden of 
asthma and keep America 
breathing easier. 
Research by the Centers for Disease Control and 
Prevention (CDC) shows that more than 32 million 
people in the United States have been diagnosed 
with asthma at some time. Of the 22 million U.S. 
residents who currently have asthma, 12 million 
have had an asthma episode or attack over the 
past year. 
CDC’s National Asthma Control Program plays a
 
critical role in helping America breathe easier by
 
learning more about asthma and how to control it.
 
Four thousand people die each year from asthma­related causes, and asthma is a 
contributing factor in another 7,000 deaths every year. 
In asthma, something—air pollution, allergens, exercise, stress, certain chemicals in 
the workplace—causes the airways of the lungs to narrow or become blocked, making 
it hard to breathe. 
For the most part we don’t know why some people have asthma and others do not— 
although we’re getting closer every day—but thanks to the work of medical researchers, 
health care professionals, and public health specialists, we’re doing more to help people 
with the disease alleviate some of their burden. 
But the burden of asthma falls not only on individuals with asthma. It also falls on our 
schools, our families, our neighborhoods, our workplaces, our cities, and our states. It 
falls on our health care system. It falls on all Americans, whether or not we have asthma, 
because we pay for that burden with higher health insurance rates, with lost productivity, 
and with our tax dollars. 
The CDC National Asthma Control Program funds states, cities, and school programs to 
help them improve surveillance of asthma, train health professionals, educate 
individuals with asthma and their families, and explain asthma to the public. 
To maintain that progress, CDC and its federal, state, local, and nonprofit partners must 
continue the vital work of tracking asthma, enhancing the capacity of federal, state, and 
local public health offices; training health practitioners and educators; implementing 
proven interventions; filling in gaps in research; and increasing the American people’s 
understanding of asthma. 
As part of a joint, coordinated effort, these people, programs and policies can alleviate 
the burden of asthma and keep America breathing easier. 
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“Mykidshave
asthmaandsodoI.” 
Infact, themom ’s casewas farworse. 
Unlikeherchildren, this Illinoismotherhad 
no regular source of medical care. She regularly 
went to theemergencyroomwhenthepanickystruggle 
tobreatheoverwhelmedherduringbadasthmaattacks. 
Through a CDC ­funded asthma control program, a caseworker educated the young mother 
abouthowmedicationscouldcontrolherasthma.Thecaseworkerdemonstratedhowaneasy ­
to ­carry inhaler could help her breathe easily, without anxiety, when medications failed to 
prevent an attack. The caseworker also talked with her about how to minimize dust, tobacco 
smoke, and other common substances at home that trigger asthma attacks. 
In addition, the caseworker emphasized how important it was to find a primary care doctor, 
one who could look after her regularly and be available so she would not have to use the 
emergency room so often. 
Six weeks later, the mother approached the caseworker at a community health fair. She had 
found a primary doctor, and she was beginning to get her asthma under control. The case ­
worker was pleased at the woman’ s success. She knew that by getting better regular medical 
care, the young mother would be better able to care for herself and her children and would 
need the emergency room less often. 

part one 
A M E R I C A B R E A T H I N G E A S I E R 
Asthma:ABrief Introduction 
More than 30 million people in the United States have been diagnosed with asthma 
during their lifetime. Of the 20 million U.S. residents who currently have asthma, 12 
million have had an asthma episode or attack over the past year. 
The number of reportedcases of asthma hasbeen on the rise since 1980 – theburden 
of asthma in the U.S. increased greatly throughout the 1980s and 1990s. 
Four thousand people die each year from asthma­related causes. Many of those 
deaths could be avoided with proper treatment and care. 
W H A T I S A S T H M A ? 
In people with asthma, something causes the airways of the lungs to narrow or become 
blocked, making it hard to breathe. 
Normally, the airways to the lungs are fully open when we breathe, so air moves in 
and out freely. People with asthma have highly sensitive airways that become inflamed 
easily. They have asthma all the time, but they have asthma episodes or attacks only 
when something bothers their airways. During an episode, they may cough and wheeze 
or become short of breath. Sometimes an episode is so severe, they need emergency 
medical attention to breathe normally again. 
In an asthma episode: 
• The lining of the airways swells and becomes more inflamed. 
• Mucus clogs the airways. 
• Muscles tighten around the airways. 
• These changes narrow the airways until breathing becomes difficult and stressful, like trying 
to breathe through a straw stuffed with cotton. 
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In some people a single trigger can set off
 
an asthma attack, while for others several
 
triggers must be present at the same time.
 
W H A T C A U S E S A S T H M A ? 
The cause of asthma is largely unknown, although sometimes having asthma is linked to 
a specific trigger such as having inhaled certain chemicals at work. However, if someone 
in your family has asthma, you are more likely to have it, so there may be a hereditary 
component to the disease. 
An asthma episode occurs when a person with asthma inhales substances in the 
air that trigger symptoms at home, work, or school. 
Asthma triggers lurk indoors and out. 
In many people with asthma, the same substances (called allergens) that cause al­
lergy symptoms can trigger an asthma attack. These allergens may be inhaled, such as 
pollen, tobacco smoke, or dust, or eaten, such as shellfish. Avoiding or limiting expo­
sure to known allergens can help prevent asthma symptoms. 
Air pollution is one of the most underappreciated contributors to asthma episodes. 
Children with asthma are particularly vulnerable to ozone, even at levels below the 
Environmental Protection Agency’s current standard. Pollution from truck and auto 
exhaust also raises the risk of asthma symptoms. 
In addition, an asthma attack can be caused in some people by strenuous physical 
exercise, certain medicines, and even bad weather such as thunderstorms. No two cases 
of asthma are exactly alike. Somepeople react to just a few of these triggers, some to many. 
Some people need only a single trigger to set off an asthma attack, while for others sev­
eral triggers must be present at the same time. People with asthma must learn which 
factors trigger their episodes, and then try to minimize their exposure to them. 
W H O I S A T G R E A T E S T R I S K O F A S T H M A ? 
Asthma affects people of all races, both sexes and all ages, and it affects people in every 
region of the U.S. However, asthma is seen more often among children, women and 
girls, African Americans, Puerto Ricans, people in the Northeast, those living below 
the federal poverty level, and those with particular work­related exposures. 
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Outdoor air pollution Mold 
xercise and other 
ctivities that make 
ou breathe harder 
A M E R I C A B R E A T H I N G E A S I E R 
Tobacco smoke 
Pollen 
Common
 
asthma
 
triggers
 
Pet dander and other 
allergens like dust 
mites and pollen 7 
air flow 
secondary stage of asthma 
Mucus clogs the airways. 
Muscles tighten around 
the airways. 
What happens during an asthma attack?
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air flow 
healthy lungs 
Air flows unconstricted 
through the airways. Breathing 
is relaxed and effortless. 
air flow 
first stage of asthma 
The lining of the airways swells 
and becomes more inflamed. 
These changes narrow the airways until breathing becomes difficult and 
stressful, like trying to breathe through a straw stuffed with cotton. 
air flow 
severe stage of asthma 
The ciliated lining cells are so 
damaged that they slough off into 
the lumen and become part of the 
debris that obstructs the airway. 
A M E R I C A B R E A T H I N G E A S I E R 
Children 
Anyone canget asthma, but childrenareespecially vulnerable. 
Asthma is twice as common among children as adults.Asthma 
is one of the most common chronic childhood diseases. 
Nearly five million asthma sufferers are under age 18. 
Asthma is the third­ranking cause of hospitalization for 
children and one of the leading causes of school absen­
teeism. A total of 12.8 million school days are missed each 
year because of asthma. 
Minorities 
African Americans have the highest death rate of all groups. 
Hispanics in general have a lower asthma prevalence 
than non­Hispanic blacks and whites; however, Puerto Rican 
Hispanics have higher prevalence than other Hispanic sub­
groups. In addition, the prevalence of asthma among Puerto 
Ricans is higher than among non­Hispanic whites and non­
Hispanic blacks for both adults and children. 
In 2006, 2.7 million Hispanics had asthma, compared 
to 3.4 million non­Hispanic blacks and 15.6 million non­
Hispanic whites. 
Communities 
Sometimes, where you live can also increase your risk of ex­
periencing an asthma episode. The Asthma and Allergy 
Foundation of America (AAFA) notes that factors such as air 
pollution, pollen counts, and public smoking bans; how 
many asthma medications each person with asthma uses; 
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and the number of local asthma specialists strongly influence the occurrence of an 
individual asthma episode. 
W H A T A R E T H E C O S T S O F A S T H M A ? 
Each day, 11 Americans die from asthma. 
Asthma death rates rosebetween1980and1996 among bothsexes, andmost ageand 
ethnic groups, but have declined since 2000. Women and girls account for nearly 64% 
of asthma deaths overall, although among children more boys die each year than girls. 
Asthma burdens our nation and our health system in ways other than lives limited 
and lost. 
Asthma leads to almost 13 million outpatient visits to the doctor and two million 
trips to the emergency room each year. 
According to AAFA, the estimated annual cost of asthma is nearly $19.7 billion, 
including nearly $10 billion in direct health care costs (mostly for hospitalizations) and 
$8 billion for indirect costs such as lost earnings due to illness or death. 
Asthma is the fourth leading cause of work absenteeism and diminished work pro­
ductivity for adults, resulting in nearly 12 million missed or less productive workdays 
each year. 
A S T H M A C A N N O T B E C U R E D B U T I T C A N B E C O N T R O L L E D 
The causes of asthma and how we can prevent or cure it are unknown except in limited 
cases of exposure to chemicals at work. 
However, we can treat and control asthma. Individuals, doctors, communities, and 
public health officials can all take action to reduce the toll that asthma takes on our society. 
CDC’s National Asthma Control Program plays a critical role in helping America 
breathe easier by helping us all learn more about asthma and how we can control it. 
A M E R I C A B R E A T H I N G E A S I E R 
Numbers: 
• 32.6 million people in the United States — more than 1 in 10 Americans — have had asthma at 
some point in their lives. 
• 22.2 million people, 1 in every 14 Americans, are currently diagnosed with asthma. 
• 12.2 million people had an asthma attack last year. 
• 4,000 Americans die every year from asthma­related complications. 
• Asthma costs the nation $19.7 billion every year. 
Every day in the United States, due to asthma: 
• 30,000 people have an asthma attack. 
• 5,000 people visit the emergency room. 
• 1,000 people are admitted to the hospital. 
• 11 people die. 
Asthma Facts 
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part two 
A M E R I C A B R E A T H I N G E A S I E R 
PublicHealthResponse to 
ControlAsthma 
C D C C R E A T E S A N A T I O N A L A S T H M A C O N T R O L P R O G R A M 
As the prevalence of asthma increased during the 1980s and 1990s, federal health agen­
cies responded. 
The National Asthma Education and Prevention Program (NAEPP) of the National 
Institutes of Health’s National Heart, Lung, and Blood Institute first issued guidelines 
for thediagnosisandmanagementofasthmain1991.Theseguidelines translatedadvances 
in scientific and clinical research into practical advice for people with asthma, for the 
health care providers who look after them, and for the communities where they live. 
The guidelines included the best scientific evidence about comprehensive, long­
term management strategies designed to prevent and reverse airway inflammation and 
to manage asthma attacks. They set up standard methods for doctors to gauge the severity 
of a patient’s asthma and monitor treatment progress. The guidelines also noted that 
people withasthmashoulduseawrittenactionplanwith treatment instructions to control 
their illness and handle worsening asthma. They encouraged partnerships among 
individuals with asthma, families, and clinicians. They also laid out control measures 
to avoid or eliminate environmental factors that bring on asthma symptoms or attacks. 
The NAEPP guidelines were updated in 1997 and 2007 to reflect new research find­
ings, but they marked only the beginning of America’s road to breathing easier. While 
caring for individual patients is a crucial step, the road does not end in a doctor’s office 
or hospital. Decreasing the burden of asthma also demands a comprehensive and co­
ordinated public health approach. That’s where CDC and its partners come in. 
In 1998 a group of CDC staff and federal, state, and other scientists recognized that 
more needed to be known about asthma if it was to be better controlled. For these 
professionals, the key to asthma control was surveillance—identifying and tracking 
asthma cases. 
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They wanted to know: 
1. How many people have asthma? How many cases occur over time? 
2. What groups suffer most from asthma? 
3. How severe are the cases? 
4. How well are asthma cases controlled? 
5. What is the cost of asthma? 
CDC created the National Asthma Control Program in 1999 to launch this public 
health approach to asthma. 
A S T H M A C O N T R O L P R O G R A M G O A L S A N D H O W T H E P R O G R A M W O R K S 
Like the Healthy People 2010 goals, the asthma control program goals seek to reduce the 
numberof deaths,hospitalizations, emergency department visits, school daysor workdays 
missed, and limitations on activity due to asthma. 
WHAT IS SURVEILLANCE? 
Surveillance, also called “tracking,” is the study of the distribu­ In 1999, CDC’s nationwide Behavioral Risk Factor Surveil­
tion and occurrence of a disease in a population over time. To lance System (BRFSS) added questions about asthma control 
understand those patterns, researchers can record data such as and medication use. More detailed asthma management and 
the number of people with asthma, the number of people who control data are collected in 37 states through the National 
go to hospitals or emergency rooms for treatment, the number Asthma Survey, a follow­up to BRFSS. 
of people that die from the disease, and other information. CDC’s National Health Interview Survey (NHIS) collects data 
Unlike many infectious diseases, asthma is not usually on how often asthma causes days of restricted activity, days 
reported to the CDC, and there is no laboratory test to diagnose lost at work or school, physician visits, and hospitalizations. 
it. That makes it hard to know for sure how many first­time CDC also helps states and localities collect and analyze 
cases of asthma occur each year. data to better understand who gets asthma, how severe it is, and 
To fill in that gap, CDC uses several surveys to gather where people with asthma live, work, or go to school. This in­
asthma information. In fact, most of what we know about how formation is then used to plan and evaluate asthma interventions. 
asthma affects Americans comes from surveys. 
A M E R I C A B R E A T H I N G E A S I E R 
Meeting those goals means knowing the scale of the 
problemandhavingprogramstohelpmanagetheproblem. 
CDC’s asthma control program has three parts: surveil­
lance, interventions, and partnerships. 
• Surveillance (or tracking) lets us know how many 
people have asthma, where they live, and how those 
numbers change with the passage of time. CDC con­
ducts surveillance activities at both the national level 
and, in cooperation with partners, the state level. 
• Interventions apply methods used to prevent or treat 
asthma. CDC conducts interventions in cooperation 
with state and city health officials, nongovernmen­
tal organizations, and others. 
• Partnerships include alliances CDC builds with 
states, localities, nonprofit organizations, andother 
federal agencies to reduce the burden of asthma. 
NATIONAL HEALTHY 
PEOPLE 2010 
GOALS 
• Reduce asthma deaths 
• Reduce hospital emergency 
department visits 
• Reduce number of school days or 
workdays missed due to asthma 
• Increase the proportion of 
people with asthma who receive 
appropriate care 
• Establish asthma surveillance 
in 15 states 
Together, the CDC asthma control program and its many partners make up the 
public health response to asthma control. That response is a complex web of activities 
and partnerships at the national, state, and local levels. CDC provides critical support 
— through funding and technical guidance — to state health departments and local 
entities to ensure that asthma control and management are available to those in need. 
CDC’s National Asthma 
Control Program 
Components and 
Percentage of Budget 
Interventions 18% 
Surveillance 13% 
Partnerships 69% 
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F E D E R A L P A R T N E R S H I P S 
The National Asthma Control Program has its home in CDC’s National Center for 
Environmental Health, Division of Environmental Hazards and Health Effects. CDC’s 
National Center for Health Statistics (NCHS) and Division of Adolescent and School 
Health (DASH) also partner in the program. 
CDC collaborates with other federal agencies as well to achieve its asthma control 
objectives. CDC meets with the Federal Liaison Group on Asthma, which also includes 
the Environmental Protection Agency (EPA), the National Institutes of Health: Na­
tional Heart, Lung and Blood Institute and National Institute of Allergy and Infectious 
Diseases, and others. CDC regularly cooperates with other federal agencies involved in 
asthma control, including the Centers for Medicare and Medicaid Services, the Health 
Resources and Services Administration, and the Department of Housing and Urban 
Development. CDC works closely with EPA to recommend guidance documents and re­
view educational materials for technical accuracy. 
In addition, CDC funds collection of social, environmental, and medical data on 
asthma among 10,000 children by the Bureau of Labor Statistics’ National Longitudinal 
Survey of Youth. 
S T A T E A N D L O C A L A S T H M A C O N T R O L A N D C D C 
Partnerships between CDC and state health departments, cities, and other local entities 
(such as schools and nonprofit organizations) are essential for the success of asthma 
control in the U.S. Programs at these levels allow for more efficient use of special 
expertise, increased flexibility, and faster starts for programs. 
Building State Capacity 
CDC grants support asthma programs in 33 states, Washington, D.C., and Puerto Rico. 
These grants help state health departments build their asthma programs, bolster 
A M E R I C A B R E A T H I N G E A S I E R 
surveillance, implement interventions, and foster partnerships. In turn, this robust 
state capacity enhances the national public health infrastructure for addressing asthma. 
Using CDC grants, 22 states have supplied training and tool kits to teach health 
care providers better ways to diagnose, treat, and manage asthma. Twenty­three states 
have developed similar materials to educate school personnel so they can do more to 
help students control their asthma. 
Building Local Programs 
CITIES: In 2001, CDC began to fund inner­city collaborations as part of the Controlling 
Asthma in American Cities Project (CAACP) with the goal of developing comprehen­
sive and intensive community asthma control plans. Seven metropolitan areas were 
N E W Y O R K 
Congress provided $5.2 million for the New 
York Emergency Disaster Relief Related to 
Asthma program in the aftermath of the 
terrorist attack on September 11, 2001. 
Surveillance by the city and state monitors 
new onset asthma, asthma hospitalizations 
and emergency department visits, and 
asthma symptoms since September 11. The 
program tracks New York state response 
personnel, home environments near the 
World Trade Center site, and hospitaliza 
tions due to air quality issues since 
September 11, 2006. 
The New York program also developed 
asthma programs in school health centers, 
preschools and daycare centers in lower 
Manhattan. Interventions improved clinical 
practice and coordination of asthma care 
between hospitals, schools, and primary 
care providers. 
1999 2000 2001 2002 2003 2004 2005 2006 2007 
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In 1999 four states 
were funded. 
Today, 33 states, 
Washington, D.C., 
and Puerto Rico 
receive funding 
from CDC. 
* 
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funded as part of CAACP: Chicago, Minneapolis/St. Paul, New York City, Oakland, 
Philadelphia, Richmond, and St. Louis. These projects translated existing asthma 
reduction strategies into services for children living in difficult social and physical envi­
ronments. Based on their experience in CAACP, project staffs also created new 
interventions tailored to local conditions. CAACP resulted in extensive partnerships 
involving every level of the health care system from daycare providers to doctors. 
Some programs educated daycare providers 
and parents about managing asthma in young chil­
dren. Others integrated asthma self­management 
training into existing social service or faith­based 
organizations.Oneprogramlinkedhigh­riskchildren 
to specialty asthma services through their schools, 
while another worked with managed care plans to 
ensurereimbursementforself­managementtraining. 
Some CAACP programs trained community phar­
macists to educate people with asthma about using 
asthma medications properly, while others taught 
doctors the latest medical management techniques 
and better ways to communicate them to parents 
of kids with asthma. 
Another successful program taught parents of 
children with asthma how to use diaries to make 
note of peak airflow, triggers, symptoms, medica­
tions, and side effects. The study coordinator then 
used these asthma diaries to demonstrate how 
long­term controller medicines worked better 
than rescue/quick­relief drugs in preventing 
asthmasymptoms.Theevidence in theirowndiaries 
persuaded individuals with asthma to overcome 
their reliance on rescue drugs. 
CDC granted additional funds to CAACP cities 
W I S C O N S I N 
Since 2002, more than 850 primary care 
clinicians have been trained by a partnership 
of the Children s Health Alliance of Wisconsin, 
Fight Asthma Milwaukee Allies, the Medical 
College of Wisconsin, the Wisconsin Academy 
of Pediatrics Foundation, the Wisconsin 
Asthma Coalition, and the Wisconsin Medical 
Society. An allergist and nurse took the 
Allergist Outreach Asthma Education 
Program directly to primary care clinics for 
pediatricians, family practice physicians, 
nurse practitioners, nurses, respiratory 
therapists, and other clinical staff. 
Reviews of the program showed significant 
improvements in severity classification, as 
sessment of dust as a trigger, and writing a 
care plan. Physicians and nurses also re 
ported improvements in teaching individu 
als with asthma and staff teamwork. 
Adapting to changing needs in Wisconsin, 
the Allergist Outreach Program has evolved 
into short regional training sessions that 
reach larger audiences. The American Lung 
Association of the Upper Midwest has taken 
the Allergist Outreach Program on the road 
and now conducts in clinic and regional 
training sessions in Minnesota, North 
Dakota, Ohio, South Dakota, and Wisconsin. 
A M E R I C A B R E A T H I N G E A S I E R 
FUNDED STATES 
FUNDED CITIES 
CDC­Funded 
States and Cities 
TX 
WA 
OR 
ND 
SD 
NE 
MN 
MI 
IA 
IL 
MO 
AR 
MS AL GA 
SC 
TN 
KY 
IN OH 
PA 
AK 
HI 
NC 
VA 
WV 
MD 
DE 
CT 
RI 
ME 
NH 
VT 
KS 
AZ 
CO 
UT 
WY 
ID 
MT 
NV 
CA 
NM 
OK 
WI 
FL 
NY MA 
NJ 
PR 
Washington, DC 
Richmond 
Philadelphia New York 
Chicago 
Milwaukee 
St. Louis 
Minneapolis/ 
St. Paul 
Oakland 
Los Angeles 
San Diego 
Albuquerque 
Houston 
Fresno 
Charlotte 
Fort Lauderdale 
in 2003 to implement plans like these over the next five years. The CAACP project ended
 
in June 2008,butdata collection, evaluation, andoutcomestudies areongoing.Meantime,
 
local CAACP sites have found their own funding sources to sustain asthma control work.
 
SCHOOLS: AspartofitsCoordinatedSchoolHealthProgram,CDC’sDivisionofAdolescentand
 
SchoolHealth (DASH) implementsa school­basedasthmamanagementprogramwith the
 
goal of increasing the number of asthma­friendly schools across the nation. Asthma­

friendly schools provide a safe and supportive learning environment for students and have
 
policies and programs in place to help students keep their asthma under good control.
 
STATE SURVEILLANCE 
State surveillance is the indispensable link between CDC’s CDC­funded state asthma control programs now measure 
National Asthma Control Program and state health departments. adult and child prevalence, indicators of asthma control, hospi­
Before 1998, cities and states did not collect asthma in­ talizations, and deaths. Some states also track asthma in the 
formation uniformly. Since then, CDC funding and guidance have Medicaid population, costs attributable to asthma, or asthma 
helped state health departments standardize detailed data management indicators—like asthma action plans, detailed med­
collection, simplifying comparison of disease rates across ication use, school days or workdays missed due to asthma, or 
jurisdictions. emergency department visits. 
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DASHcurrently funds10urbanschooldistricts to implement comprehensive school 
asthma programs aimed at reducing student asthma episodes and absences. These 
school districts implement policies and programs related to improved school health 
services, asthma education for students and staff, and environmental management. 
DASH funded six national nongovernmental or­
ganizations (NGOs) from 2000–2006 to develop 
tools and training programs to support teachers, 
school nurses, school administrators, pediatri­
cians, school board members, community mem­
bers, and parents in better understanding asthma 
and what they can do to improve asthma manage­
ment in schools. Two of these NGOs, the American 
Lung Association and the American Association of 
I O W A 
A new asthma management training 
curriculum for child care providers and 
schools resulted from Iowa s Asthma 
Control Program, a collaboration among the 
Iowa Department of Public Health, the 
American Lung Association of Iowa (ALA), 
the Iowa Asthma Coalition (IAC), the Child 
Care Resource and Referral (CCR&R) 
Agency, the Visiting Nurse Services (VNS), 
Mercy Hospital, Blank Hospital, and Glaxo 
Smith Kline. The Young and the Breath 
less has been delivered to more than 1,000 
child care providers, over 200 licensed child 
care centers, and four major school districts 
since September 2003. Train the trainer 
sessions have been provided to nearly 175 
nurses and nursing students in 88 counties. 
By May 2008, this program had touched 
19,000 children receiving child care serv 
ices or attending school. 
Children are not the only ones who benefit. 
Although the training is intended to help 
child care providers care for children with 
asthma, 80% of the providers are women 
aged 22 40 years. Given that asthma preva 
lence is high in women aged 22 35 years, 
the program also equipped providers with 
skills to manage their own asthma. 
I L L I N O I S 
The Illinois Asthma Program provides public 
and professional education for school per 
sonnel through a satellite program, and 
implements an asthma management program 
for 9th and 10th grade students in high risk 
communities. In one small, rural county, the 
Illinois Asthma Program, the Illinois Asthma 
Partnerships, and the local Asthma Coalition 
Team have helped place asthma in the fore 
front of the community s mind, along with 
other chronic diseases like diabetes. Health 
care providers, teachers, and coaches have 
taken asthma education programs. In 
addition, schools have started developing 
asthma policies for all students, with special 
attention to those playing sports. 
A M E R I C A B R E A T H I N G E A S I E R 
School Administrators, are receiving funding to continue implementation of their 
asthma tools and programs from 2006­2011. 
DASH also provides surveillance tools to help states and cities track progress in 
improved implementation of asthma management policies and practices at the state, 
district, and school levels, as well as self­reported asthma prevalence among middle 
and high school students. 
Experience shows that successful school­based asthma 
programs share several common factors: 
•	 They establish strong links with asthma care clinicians to ensure 
continued medical care. 
•	 They focus on the greatest need, targeting for intervention 
students who are the most affected by asthma at school. 
•	 They build enthusiastic administrative support within the school, 
including the hiring of a full­time school nurse, to coordinate a 
multi­pronged approach to controlling asthma. 
NONGOVERNMENTAL ORGANIZATIONS: CDCalsoworkswith 
nonprofitandhealthcareprofessionalorganizations, 
including the American Lung Association; the Al­
lergyandAsthmaFoundationofAmerica; theAmer­
ican Academy of Asthma, Allergy and Immunology; 
AllergyandAsthmaNetwork/MothersofAsthmatics; 
and the American Thoracic Society. Safe and effective 
programs developed by two of these organizations 
arenowbeing implementedby12CDCgrantees—in­
cluding large hospital systems, urban hospitals, city 
health departments, school systems, and local 
chapters of national asthma organizations. 
P E N N S Y L V A N I A 
Pennsylvania s Department of Health 
established the Pennsylvania Asthma 
Partnership to oversee the state s asthma 
plan. The state uses surveillance data to 
target asthma interventions in areas of the 
state with high rates of asthma, but one 
effort to reduce the burden of asthma came 
straight from the grass roots. 
In one high school, students noticed that 
smoke drifting out of a teachers lounge 
into the school band room triggered asthma 
attacks in a student. The students persuaded 
the school administration to ban smoking 
within the building, but then decided that 
response was inadequate. The Asthma 
Partnership funds anti smoking contractors 
in every county because tobacco smoke can 
serve as a trigger for asthma attacks. With 
the help of the county tobacco contractor, 
the students organized a successful peti 
tion drive throughout their community to 
encourage the school administration to pro 
hibit tobacco use anywhere on school 
grounds. 
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TheAllergyandAsthmaFoundationofAmerica’s 
“Asthma Care Training for Kids” (ACT for Kids) 
teaches children how to prevent and control their 
symptoms.Childrenlearntorecognizeearlysymptoms 
and know what appropriate actions to take if they 
appear. Parents learn to encourage children to make 
good decisions in caring for themselves. ACT for 
Kids increases asthma control compliance behaviors, 
decreasesemergencydepartmentvisits,anddecreases 
the number of days children spend in the hospital. 
In the American Lung Association’s “Open 
Airways for Schools” (OAS), children discuss basic 
facts about asthma and practice relaxation exercises 
to calm themselves during an asthma episode. They 
learn to identify warning signs of an asthma attack, 
and then develop and practice a plan for managing 
it. Children learn to evaluate their symptoms, use 
medication properly, and practice deciding when 
to call for medical help. They learn about environ­
mental triggers and staying physically active. OAS 
boosts school performance and self­management 
behaviors and lowers the number of asthma attacks. 
R I C H M O N D 
An innovative CAACP program in Richmond, 
Virginia, worked with overweight school 
kids with asthma. The AsthmaFit program 
combined physical activity, asthma, and 
nutrition education and lots of fun! to 
help children lose weight and reduce their 
risk for asthma attacks. 
G E O R G I A 
Laws and policies must not stand in the 
way of the treatment of children with 
asthma. In Jonesboro, a 10 year old student 
died of an asthma attack while waiting to 
board the bus home from school. District 
rules at the time prohibited students from 
carrying or using asthma medication by 
themselves at school. 
As a result of this avoidable tragedy, the 
American Lung Association in Georgia, 
Children s Healthcare of Atlanta, and the 
Georgia Department of Human Resources 
worked with other citizens to change Georgia 
state law and local school policies to allow 
possession and self administration of 
prescribed asthma medications under the 
supervision of school personnel. 
A M E R I C A B R E A T H I N G E A S I E R 
CDC PARTNERS 
• National Center for Chronic Disease Prevention and Health Promotion — Division of Adolescent and 
School Health 
• National Center for Health Statistics 
FEDERAL PARTNERS 
• Centers for Medicare and Medicaid Services 
• Environmental Protection Agency (EPA) 
• Department of Housing and Urban Development 
• Federal Liaison Group on Asthma (includes EPA, National Institutes of Health: National Heart, Lung and 
Blood Institute and National Institute of Allergy and Infectious Diseases, and others), 
• Health Resources and Services Administration 
STATES 
CITIES 
NGOs 
Allergy and Asthma Foundation of America 
Allergy and Asthma Network/Mothers of Asthmatics 
American Academy of Asthma, Allergy and 
Immunology 
American Association of School Administrators 
American Lung Association 
American Thoracic Society 
California 
Colorado 
Connecticut 
Georgia 
Hawaii 
Idaho 
Illinois 
Indiana 
Iowa 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Puerto Rico 
Rhode Island 
Texas 
Utah 
Vermont 
Virginia 
Washington 
Washington, D.C. 
West Virginia 
Wisconsin 
Albuquerque 
Charlotte 
Chicago 
Fort Lauderdale 
Fresno 
Houston 
Los Angeles 
Milwaukee 
Minneapolis/St. Paul 
New York City 
Oakland 
Philadelphia 
Richmond 
San Diego 
St. Louis 
CDC National Asthma Control Program 
PARTNERS 
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part three 
A M E R I C A B R E A T H I N G E A S I E R 
Evaluation,Accomplishments,
FutureDirections 
E V A L U A T I O N 
Every service program must be rigorously evaluated to see how well it performs its 
intended purpose. CDC staff evaluate the National Asthma Control Program based on 
four simple questions: 
• What are we doing? 
• Are we doing the right things? 
• Are we doing things right? 
• Are we reducing the burden of asthma? 
What are we doing? CDC is developing a Web­based reporting system to help cat­
alogue partners’ activities. This system will provide summaries of state efforts and track 
state activities and progress over time. 
Are we doing the right things? CDC uses information generated from CAACP to 
identify best practices and the most effective interventions. CDC also works with the 
Task Force on Community Preventive Services to identify community­based interven­
tions that are proven to work. 
Are we doing things right? CDC works with state grantees to develop consistent 
standards and indicators that will help evaluate the effectiveness of surveillance, 
interventions, and partnerships. 
Are we reducing the burden of asthma? To help answer this question CDC is 
refining collection of the right kind of data—such as the percentage of people with 
asthma who receive asthma control training and services. CAACP is already collecting 
information at the local level about asthma hospitalization rates and school absenteeism. 
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A C C O M P L I S H M E N T S 
Since CDC’s National Asthma Control Program began 10 years ago, much has been 
accomplished to expand and improve asthma treatment, management, and control in 
the U.S. The program has filled the critical need for a public health response to asthma, 
the very approach that has helped individuals and communities manage and control 
the disease. 
Before CDC’s National Asthma Control Program began, there were insufficient 
data to answer questions about asthma such as: Who has it? Who is getting asthma? 
Who is suffering from asthma episodes? Where and among whom is asthma on the rise? 
Who needs to go to the hospital because of an asthma episode? Who needs better treat­
ment for their asthma? Today, because of National Asthma Control Program tracking, 
more national and state­specific data are available to help professionals answer these 
questions and focus efforts and resources on those in need. 
Through CDC support and funding, state health departments have been able to 
build up their asthma control programs. These state programs have improved the quality 
of asthma care, improved asthma management in schools, and fostered policies to help 
reduce air pollution, all of which help to reduce asthma rates. 
F U T U R E D I R E C T I O N S 
CDC’s National Asthma Control Program has established a public health response to 
asthma control. As a result, a network of professionals, programs, and data collection 
systems—at the local, state, and national levels—are in place to continue to address, 
analyze, and control asthma in this country. 
Asthma cases are still increasing, and many communities and individuals are in 
need of care and treatment. CDC’s program is focused on determining why asthma is 
on the rise, who has asthma and why, what triggers an asthma episode, and what inter­
ventions and programs work best. 
A M E R I C A B R E A T H I N G E A S I E R 
Before 1999 
Tracking the progress of asthma control 
Lack of public health response to asthma control. 
Lack of state and local asthma control programs in the U.S. 
Lack of data needed to help reduce the burden of asthma. 
Limited asthma control programs in schools. 
Limited knowledge about asthma control programs and interventions that work. 
Lack of a connection between asthma and air pollution. 
Limited understanding of asthma control programs and treatment at the community and individual levels. 
Integrated and coordinated public health response to asthma control. 
Network of asthma control programs and professionals across the country. 
Asthma control programs in 33 states, Washington, D.C., and Puerto Rico. 
Robust national and state­specific data and survey systems to help understand asthma and to make 
sound decisions regarding asthma control. 
Better asthma management in a number of schools across the country. 
Efforts initiated to evaluate and identify best practices at the community and individual levels. 
Increased understanding of the associations between asthma and particulate vehicle emissions, and 
the consequent need for protective health policies. Some states have mandated controls on vehicle 
emissions to help improve air quality. 
Increase in asthma control across the country and, in particular, among populations and individuals at risk. 
Now 
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CDC plans to seek answers to why asthma is on the rise, who has 
asthma and why they have it, what triggers an asthma episode, 
and what interventions and programs control it best. 
Specific future directions are: 
•	 Identifying new cases of asthma and potential risk factors by diagnosis and tracking of patients in a managed care system. 
•	 Analyzing racial and ethnic disparities in asthma to develop culturally specific interventions and reduce these disparities. 
•	 Understanding what triggers or exacerbates asthma episodes in order to develop better population level prevention 
interventions, especially among the people at greatest risk. 
•	 Addressing emerging needs such as increasing air pollution and man­made or natural disasters that could lead to 
increases in asthma. 
For example: Air pollution, especially particulates in the air from vehicle emissions, has 
been linked to asthma rates and hospital visits in certain communities. Understanding 
thisconnectioncanhelpneighborhoodsandcommunitiespasshealth­protectivepolicies, 
such as those that decrease vehicle emissions. 
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A M E R I C A B R E A T H I N G E A S I E R 
T H E B U R D E N O F A S T H M A 
The burden of asthma is too often borne by those least able to bear it. A child. A fearful 
young mother. A man worried about missing another day of work. An elderly woman living 
alone. 
In California, a little girl named Jasmine faced that burden. Without help, she 
might have been crushed by it. Concerned about her breathing problems, her parents 
wouldn’t let her take part in physical education or other vigorous activity with other 
kids her age. They wouldn’t even let her go to preschool if the weather was cold or rainy. 
But with the help of an asthma case manager, Jasmine’s mom and dad learned how 
to manage her asthma using medications prescribed by her doctor. The asthma spe­
cialists found that exercise was less likely to cause symptoms than other triggers in the 
household, which were soon eliminated. Soon she was running and playing like other 
kids her age. 
Today, Jasmine happily attends school, as active as the rest of her class. 
But the burden of asthma falls not only on individuals with asthma. It also falls on 
our schools, our families, our neighborhoods, our cities, and our states. It falls on our 
health care system. It falls on all Americans, whether or not we have asthma, because 
we pay for that burden with higher health insurance rates, with the lost productivity of 
days missed at work, with futures diminished by days home from school, and with our 
tax dollars. 
We may not know what causes asthma—although we’re getting closer every day— 
but thanks to the work of medical researchers and public health specialists, we’re doing 
more to help people with asthma and alleviate the burden it creates. 
To maintain that progress, CDC and its state, local, and nonprofit partners must 
continue the vital work of conducting surveillance activities, building capacity, training 
health and education professionals, implementing interventions that work, and in­
creasing the American people’s awareness and understanding of asthma. 
As part of a joint, coordinated effort, these people, programs and policies can allevi­
ate the burden of asthma and keep America breathing easier. 
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difficult breathing is: 
fear 
limited activities 
missed work/school 
expensive 
easy breathing is: 
peaceful 
active living 
productive 
cost effective 
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